
Vermont Department of Health 
Emergency Medical Services 

Application for Reinstatement of Expired EMT-Intermediate Certification 

 
 
 
 
 
 
 
 
 

 
Name ___________________________________  Vermont EMT # ____________ 
 
Address _________________________________  EMT-B Expiration Date ______ 
 
   _________________________________  EMT-I Expiration Date _______ 
 
Home Phone __________________    Work Phone ________________
 
 
I request that the Vermont Department of Health reinstate my expired EMT-Intermediate 
certification without my repeating the EMT-I course.  I hold current certification as an EMT-
Basic in Vermont.  There have been no changes since the last time I applied for certification with 
regard to my liability for child support or taxes, use of illegal drugs, conviction of a crime or 
action taken against a professional license or certification. Alteration of this document does not 
relieve me of any duty described in the Department-approved version of this form. 
 
________________________________________________ __________________ 
  Signature of Applicant     Date 

 
 This applicant has the support of the Board of Directors of EMS District #___ in gaining 

reinstatement of EMT-Intermediate certification. This applicant should be reinstated: 
 ____ With no conditions or examination. 
 ____ After the applicant passes the certification examination for this level. 
 ____ After completing ____ hours of continuing education (See back of this form) 
 ____    With  these conditions: 
   
  _______________________________________________________________
            
  _______________________________________________________________
  
___________________________ ____________________________ _______________
 Name of District Chair  Signature of Distict Chair Date 
This applicant has the support of the Medical Advisor of EMS District # ___ in gaining 
reinstatement of EMT-Intermediate certification. This applicant should be reinstated: 
 
 ____ With no conditions or examination. 
 ____ After the applicant passes the certification examination for this level. 
 ____ After completing ____ hours of continuing education (See back of this form) 
 ____    With  these conditions: 
 _______________________________________________________________ 
            
 _______________________________________________________________  
 
___________________________ ___________________________ _______________ 
     Name of Medical Advisor      Signature of Medical Advisor Date 



Verification of Continuing Education 
EMT-Intermediate Reinstatement 

 
Continuing Education submitted for EMT-I reinstatement needs to be conducted at the EMT-Intermediate 
level, e.g., teaching a first responder course on airway management is not sufficient.  No more than 5 
hours of EMT-I CE may be gained through unsupervised video or CE journal articles.   
 

Subject Area Minimum 
Hours 

Hours 
Completed 

Date 
Completed 

Preparatory 1   
    
Airway Management 2   
    
    
Advanced Patient Assessment 2   
    
    
Fluids, Electrolytes and Shock 2   
    
    
    
General Pharmacology & Mgmt. of 2   
Anaphylaxis, Diabetes & Narcotic    
Overdose    
    
Protocol Review 1   
    
Electives 0   
    
    

 
 
DISTRICT MEDICAL ADVISOR:  
I have reviewed the continuing education credits listed above, and this applicant meets local 
medical direction requirements for reinstatement of EMT-Intermediate certification. 
 
 
_________________________________ _____________________________      __________ 
PRINT: District Medical Advisor  SIGN: District Medical Advisor  Date 

EMT-I Reinstatement page 2 
November 20, 2003 


